Aim The aim of this explorative study was to investigate the employers' management characteristics, their provision of workplace health promotion (WHP) measures, and employee satisfaction with WHP in relation to employee health in Swedish municipal social care organizations. Subjects and methods A cross-sectional design was used, and questionnaires were sent to top managers (representing the employer) and employees in a nationwide random sample of 60 of the 290 municipal organizations for the social care of elderly and disabled people in Sweden. The questionnaire data from the 60 managers were linked to aggregated employee data concerning self-rated health and satisfaction with WHP from a representative sample of 8,082 employees in the same organizations. All analyses were performed at the organizational level using independent t-test, Spearman's rank correlation and multiple linear regression analysis. Results In the multivariate analysis, the organizational WHP index (i.e. local WHP projects and WHP coordinators), individual WHP index (i.e. health profile assessment, fitness activities and medical check-up), and the level of employees' satisfied with WHP were associated with employee health (F=9.64, p<0.001, adjusted R 2 =0.48). General organizational and management characteristics were, however, not statistically related to employee health. Conclusion The results suggest that the provision of individual-directed and organizational-directed healthspecific measures were related to employee health in Swedish municipal social care organizations and, therefore, can be part of a comprehensive approach to address WHP.
Introduction
The workplace is considered an important setting for health promotion, and the employer can not only develop a healthy work environment, but also must provide employees with different health-promoting measures (Polanyi et al. 2000) . This is reflected in the conceptualization of workplace health promotion (WHP), which is based on a socio-ecological model of health in which individual, organizational, and environmental factors are considered as determinants of health (Stokols et al. 1996) . In this study, we follow the underlying concept of health promotion in WHP and consider health as a resource in people's everyday lives (World Health Organization 1986) . Furthermore, we have a holistic view of health, which means that health is considered as a product of an individual's behaviour as well as of the environment. The socio-ecological perspective is also present in such WHP policy documents as the Luxembourg Declaration, in which improved work organization and working environment, as well as promotion of active participation and personal development, are highlighted (European Network for Workplace Health Promotion 2007). This comprehensive approach to WHP has evolved over the last decades, shifting focus from the individual worker's health-related behaviour and the physical work environment towards a broader approach that also includes work organization and psychosocial factors at work (e.g. Shain and Kramer 2004) . Closely related concepts, such as 'healthy work organizations' and 'healthy workplaces', also emphasize this broader approach, as well as the connection between employee health and organizational effectiveness (e.g. DeJoy and Wilson 2003) . Despite these relatively recent efforts to describe the characteristics of healthy organizations, there have been few empirical studies exploring WHP at the organizational level and even fewer have done so by comparison of a larger number of organizations (Arnetz and Blomkvist 2007) .
In previous research, efforts have been made to assess the effectiveness of WHP. Several reviews, assessing studies from the last decades, report that WHP interventions can contribute to employee health (Kuoppala et al. 2008; Sockoll et al. 2009; Soler et al. 2010; Pelletier 2011) . In a series of reviews, the vast majority of studies conducted in the United States indicate positive health and economic outcomes of comprehensive WHP programmes (see Pelletier 2011) . Other reviews, more specifically, indicate that WHP programmes reduce health risks and improve general health and well-being (Sockoll et al. 2009; Soler et al. 2010) . Another systematic review concludes that WHP reduces sickness absence and may increase work ability and mental well-being (Kuoppala et al. 2008) . In several reviews, the majority of studies consist of evaluations of intervention programmes using individual level data, and with a focus on health-related behavioural change (Harden et al. 1999; Sockoll et al. 2009; Soler et al. 2010) . This focus on behavioural interventions, rather than on a holistic health promotion approach, has also been identified in a recent review of WHP studies in the Nordic countries (Torp et al. 2011) . Still, WHP programmes can promote health-related behaviour, and, for example, sickness absences are suggested to decrease by activities promoting a healthy lifestyle (Kuoppla et al. 2008) .
There are, however, other studies of WHP that usually are not included in systematic reviews. In such studies, the provision of WHP measures has been examined using comprehensive surveys of employers, but none of these examined employee health (Ulmer and Groeben 2005; Linnan et al. 2008; Plath et al. 2008) . There is also a lack of systematic knowledge of the extent to which WHP measures are provided in a broader sample of public sector organizations and of their relationship with employee health. In previous studies, investigating a larger sample of organizations, well-organized occupational health and safety systems were related to a higher prevalence of long-term work attendance (Dellve et al. 2008) . In other studies, systematic health, environment, and safety activities (Torp et al. 2000) and occupational health and safety management were related to fewer musculoskeletal symptoms (Torp and Moen 2006) . Also of interest is the response of employees to their employers' WHP efforts. Does employee satisfaction with the employers' contribution to WHP have any additional importance for the health effects, or are the specific organizational measures all that count? Only a few studies have paid attention to employee satisfaction with WHP provision (e.g. Torp et al. 2000; Torp and Moen 2006) , but none in relation to employee health.
In Sweden, many organizations have continued to invest resources in WHP to enhance employee health. This is not least because of high levels of sickness absence during the mid-1990s to mid-2000s (Lidwall and Marklund 2010) . In this study, we chose to select a national sample of employers within the same sector, with variations in management, organization, and overall employee health. In Sweden, municipalities are selfgoverning local authorities, and their organizations for providing care for elderly and disabled people fulfil our wish for a varied sample. The municipalities are large employers of around one fifth of the Swedish workforce, about 250,000 of whom (35 %) work in municipal elderly and social care (Swedish Association of Local Authorities and Regions; SALAR 2008). There is considerable variation in the design of the work organizations and their abilities to implement various WHP measures. In addition, sickness absence has been particularly high in this sector of the Swedish labour market, even compared to other groups of municipal employees (SALAR 2008) .
In summary, there are few systematic and comparative studies of the provision of WHP measures in public sector organizations, and as far as we know none linked to the self-rated health of employees. In this study, we applied a twofold approach to WHP, investigating health-specific measures and management characteristics in a broad sample of Swedish municipal social care organizations. The study is based on previous research that advocates promotion of employee health through both various health-specific measures and general development of a well-functioning work organization (Shain and Kramer 2004; Goldgruber and Ahrens 2010) . The health-specific measures may vary from individualdirected measures (e.g. health profile assessment) to organizational-directed support for WHP (e.g. health ambassadors). Drawing on this idea, we wanted to link some selected management characteristics and the provision of health-specific measures (i.e. WHP measures) to the level of employee health in the organizations. Therefore, the aim of this explorative study was to investigate the employers' management characteristics, their provision of WHP measures, and employee satisfaction with WHP in relation to employee health in Swedish municipal social care organizations.
Methods

Study design and sample
This study has a cross-sectional design, based on data from a nationwide random sample of 60 of the 290 Swedish municipal organizations in the sector of social care of elderly and disabled people. Following the organization sampling frame approach proposed by Kalleberg (1994) , the sample of organizations (n=60) was first selected from the total population of municipal social care organizations (n=290), and thereafter a representative sample of employees was drawn within each of these organizations (n=15 871). As the municipal social care organizations were of different sizes, the subsample from each organization was adjusted to have an equal proportion, and thereby be representative of its respective organization. The subsamples varied in size from 96 to 397 employees (m=265). The sample of organizations includes municipal social care organizations from rural, suburban, and urban areas in Sweden. According to the classification of municipalities performed by the Swedish Association of Local Authorities and Regions, our sample included municipalities from eight out of nine classification categories (SALAR 2005) . The ninth category, consisting of Sweden's three largest cities, was not included in the sample.
Data collection
Given the sampling approach in this study, data were collected from both the employer and their employees using two different questionnaires (see Fig. 1 ). The first questionnaire for the top managers of the municipal social care organization (representing the employer) was sent by email to the managers (n=60). After up to five reminders, and, a simplification of the questionnaire by adjusting detailed follow-up questions in the questionnaire, all managers (or a key informant appointed by them) responded. This method of collecting data from one key person from each organization (e.g. managers) has been used in previous organizational research (Kalleberg 1994) . The data collection concerned the conditions in 2008 and was conducted retrospectively and mainly completed in 2009.
The second questionnaire was sent out in 2008 to a random sample of 15,871 individuals who were registered as employees (assistant nurses, nursing aides and personal assistants) in the same 60 municipal social care organizations in 2006. This questionnaire asked about WHP and self-rated health. A total of 9,270 responses were received (response rate 58.4 %) and the response rate for each municipal social care organization varied from 44 to 70 %. The data analyses were based on the 8,082 responses from the employees who declared that they were still working in the sector of municipal social care at the time when the questionnaire was sent out in 2008. Ninety-three per cent of respondents were women, the average age was 48 years, and 64 % had worked more than 5 years at their current workplace. The study was approved by the Regional Ethical Review Board in Linköping (Dnr: 81/08).
Measurements
Data from top managers
The questionnaire was developed for this study as we were not able to find any previously used validated questionnaires. In the questionnaire, we asked the top managers about (1) organizational characteristics, (2) management characteristics, (3) scope and organization of WHP measures, and (4) occupational health services (OHS). The content of the questionnaire was related to theoretical frameworks (European Network of Workplace Health Promotion 1999; Shain and Kramer 2004) and a previous study of systematic occupational health and safety management in Swedish municipal human service organizations, and we constructed questions in a similar way asking for written policies, routines and actual practice (see Dellve et al. 2008) . Furthermore, the questionnaire was reviewed for content validity by a group of work health experts (i.e. researchers, organizational consultants, trade The review of frameworks, studies, and the pre-test resulted in the following questions:
Organizational characteristics were assessed by two questions about the number of employees and subordinated managers in the organization. Five questions assessed management characteristics covering operational plans, quality management systems, and policies for human resources management, leadership and employee participation in decision making. Response options were 'Yes' or 'No'. Organizational-directed WHP measures were assessed by five questions about three areas of support: health promotion activities, knowledge, and projects. Furthermore, two questions concerned policy for WHP and WHP coordinator. The response options were 'Yes' or 'No'. Individual-directed WHP measures were assessed by the question: 'Which of the following measures have the employees been offered (had access to) through work?' A total of eight measures were asked about: health profile assessment, lifestyle guidance, fitness activities, medical check-up, counselling, employee questionnaire, work environment education and individual work/workplace adjustment. The response options were recoded to 'Yes' or 'No'. Three questions concerned occupational health services (OHS) covering agreement with OHS, routines for needs assessment, and routines for following up of OHS actions. The response options were 'Yes' or 'No'.
Data from employees
Self-rated health was assessed by a single question: 'How would you rate your general health status?' Response option ranged from 'very poor' (=1) to 'very good' (=5) on a 5-point Likert-type scale (Eriksson et al. 2001) . In previous research, a single item question of self-rated health has shown predictive validity for more objective measurements of health as subsequent mortality (Burström and Fredlund 2001; DeSalvo et al. 2006) . However, to what extent self-rated health capture the complex and multifactorial concept of health is debatable, although there are recent studies supporting its validity (e.g. Schnittker and Bacak 2014) . In our analyses, the measurements of self-rated health were dichotomized to poor health (scores of 1 to 3) and good health (scores of 4 and 5), and subsequently aggregated to the organizational level and used as the proportion of employees with poor health (i.e. scores of 1-3) in each municipal social care organization (m=0.26, SD=0.05, range=0.17-0.41). After aggregation to the organizational level, poor health was transformed to a logarithmic variable in order to achieve normal distribution, and was used as the main outcome variable in the study.
One item, scored on a 5-point Likert-type scale, concerned satisfaction with the employers' contribution to health promotion and fitness (hereafter employee satisfaction with WHP). The response options ranged from 1 ('do not agree at all') to 5 ('agree completely'). Responses to this item were dichotomized (i.e. response options 1-3=not satisfied; options 4 and 5=satisfied) and then aggregated to the organizational level, and used as the proportion of employees satisfied with WHP (i.e. scores of 4 to 5) in each municipal social care organization (m=0.38, SD=0.15, range=0.07-0.70).
Data analysis
Employer data from top managers (n=60) and aggregated employee data (n=8082) were included in a database, and all statistical analyses were conducted at the organizational level. First, data from top managers were explored using descriptive analysis. Second, differences in log-transformed aggregated levels of self-rated health between organizations, with and without certain WHP measures, were analysed using independent t-tests. Following the t-tests and our theoretical idea of individual-directed and organizational-directed WHP measures, the WHP-variables with remaining significant differences after multiple testing corrections using Hochberg's method (Hochberg 1988 ), were merged into two different WHP indices. In the organizational WHP index, the two significant variables concerning organizational-directed WHP measures (i.e. local WHP projects and WHP coordinators) were merged into a sum score index (0-2 scores). Similarly, an individual WHP index was created by merging the three significant individual-directed WHP measures (i.e. health profile assessment, fitness activities and medical checkup) into a sum score index (0-3 scores). The internal consistency of the indices was assessed by the Kuder-Richardson formula 20 (KR-20) for dichotomous variables (DeVellis 2003) , and the value for the former index was 0.74 and for the latter 0.65. Third, correlations between WHP indices, employee satisfaction with WHP and self-rated health were tested using Spearman's rank correlation coefficient.
Finally, a multiple linear regression analysis was performed investigating associations between the two WHP indices and employee satisfaction with WHP in relation to self-rated health. As the two WHP indices were not linearly associated with the level of self-rated health, they were recoded into dummy variables prior to the regression analysis. In addition, the number of employees (= organizational size) was used as a control variable in the regression analysis. All statistical analyses were performed using SPSS (Statistical Package for Social Sciences version 19) for Windows, and the level of statistical significance was set at p≤0.05.
Results
Organizational characteristics
The organizations included in the study had a mean of 882 employees (md=500), and the top managers had a mean of 21 subordinate managers (md=12, SD=27). There were no significant correlations between the measured organizational characteristics (number of employees and subordinate managers) and the proportions of employees with poor self-rated health. Neither was the number of employees per manager correlated with self-rated health (data not shown).
Management characteristics
A majority of the organizations (87 %, n=52) used operational plans, and a scant majority (63 %, n=38) had implemented some kind of quality management system. Pertaining to another issue, a scant majority also had written policy for human resources management (64 %, n=38), and written leadership policy for managers (59 %, n=35). Just over half of the organizations (53 %, n=32) had a written policy for employee participation in decision making. Each type of management characteristic was tested against the level of self-rated health in the organizations, but no significant differences were found (data not shown).
Scope of WHP measures, satisfaction with WHP and employee health Most organizations (80 %, n=48) had a specific written policy regarding WHP (see Table 1 ). Overall, individual-directed WHP measures were more often provided than organizational-directed WHP measures (75 % versus 54 % on average). Of the individual-directed WHP measures, occupational health and safety education was the most common (87 %, n=52). The least common measure was medical checkup (55 %, n=33). Of the organizational WHP measures, financial compensation for participation in WHP activities outside working hours was the most common (66 %, n=40). Organizational participation in work health-oriented networks for employers was the least common measure. Only a quarter of the organization participated in such networks (n=15).
All 60 organizations had access to OHS, and a majority had routines for following up OHS actions (82 %, n =47). However, only about half of the organizations had specific routines to assess the needs for OHS actions (52 %, n=31). There were no significant differences in self-rated health between organizations with and without these routines (data not shown). Table 2 shows that each type of organization-directed WHP measure was tested against self-rated health in the organizations. After multiple testing corrections, significant differences remained for local WHP projects and WHP coordinators. These two measures were merged into an organizational WHP index, which was negatively correlated to the proportions of employees with poor self-rated health (r= −0.48, p<0.01), indicating that more WHP measures are related to better health.
In similar testing of individual-directed WHP measures, significant differences were found for health profile assessment, fitness activities and medical check-up (see Table 3 ). The corresponding three-item individual WHP index was also negatively correlated to the proportions of employees with poor self-rated health (r=−0.61, p<0.01), indicating that more WHP measures are related to better health.
A similar analysis was conducted of employee satisfaction with WHP, which showed a negative correlation with the proportions of employees with poor self-rated health (r=−0.34, p<0.01). This indicates that higher employee satisfaction with WHP is related to better health. However, neither the organizational (r=0.25, p=0.06) nor the individual WHP index (r=0.20, p=0.13) was significantly correlated to employee satisfaction with WHP. There was, however, a significant correlation between the two WHP indices (r= 0.40, p<0.01).
The multiple linear regression analysis of employee health was done in three steps (see Table 4 ). In the first model, both the organizational and the individual WHP indices were associated with employee health (F=9.41, p<0.001, adjusted R 2 =0.43), indicating that an index value less than maximum was related to a higher proportion of employees with poor self-rated health. All three levels differed significantly from the highest reference level of individual WHP, but only the lowest level differed significantly from the highest reference level of organizational WHP. In the second model, employee satisfaction with WHP was included since it had shown to be negatively correlated with poor health in the bivariate analysis. In this model, the WHP indices remained associated with employee health , low employee satisfaction with WHP was shown to be associated with the proportions of employees with poor selfrated health, and the range of explained variance was further increased (F=9.64, p<0.001, adjusted R 2 =0.48). In the third model, the number of employees (= organizational size) was added as a control variable, but it did not change the main results.
Discussion
In this study of employee health in Swedish municipal social care organizations, we investigated organizational and management characteristics, the employers' provision of WHP measures and the employees' satisfaction with their employers' contributions to WHP. Overall, individual-directed WHP measures were more common than organizational-directed WHP measures. Organizational WHP measures (i.e. local WHP projects and WHP coordinator), individual WHP measures (i.e. health profile assessment, fitness activities, and medical check-up), and employees satisfaction with WHP, were associated with employee health. No significant correlations and differences were found for organizational and management characteristics in relation to employee health. The importance of a comprehensive approach to WHP is emphasized in theoretical frameworks (Shain and Kramer 2004) as well as in reviews (e.g. Goldgruber and Ahrens 2010). Traditionally, the focus has been on employees' individual health behaviours, but the organizational approach to WHP has gained growing support among researchers and practitioners (Shain and Kramer 2004) . The predominance of individual-directed WHP measures over organizationaldirected WHP measures in our study, however, differs from some previous studies in which behaviour-directed interventions were less common (Ulmer and Groeben 2005; Plath et al. 2008) . Our results are more in line with Bond (2004) , who emphasized that increased interest in organizational measures should not mean that individual measures are ignored. The comprehensive approach means that both types of measures should be combined in a balanced way to enhance employee health. However, it should be emphasized that our results are not fully comparable with those from previous studies as Table 4 Results from the multiple linear regression analysis with proportion of employees with poor self-rated health in relation to WHP index, employees' satisfaction with WHP and number of employees (n=57) Only a few studies have investigated the employers' provision of workplace health-related measures and management characteristics in relation to health outcomes within a broader sample of employers (e.g. Torp et al. 2000; Torp and Moen 2006; Dellve et al. 2008 ). In our study, both the individual WHP index and the organizational WHP index were related to self-rated health. A relatively few key measures emerged that, together with employee satisfaction with WHP, accounted for nearly 50 % of the variance in employee health between organizations. Moreover, the clear and more all-embracing associations between individual-directed WHP measures and employee health further underline the importance of not abandoning these kinds of measures (Bond 2004 ). This conclusion is also supported by another study from this research project, in which employee-reported individual-directed WHP measures were associated with self-rated health (Ljungblad et al. 2014) . The organizational-directed WHP measures identified in this study represent the employer's organizational support for WHP, and suggest that the provision of a wide range of WHP activities is not enough. There is also a need to stimulate the employees to make use of available individualdirected WHP measures. The results suggest that a WHP coordinator and the implementation of local WHP projects are particularly important, but that organizational support can probably be designed in various ways. These organizational measures may also be regarded as indicators of a greater commitment from the employer to endorse WHP. Despite the lack of similar studies, the result concerning organizational support for WHP can be related to previous research. In a study by Linnan et al. (2008) , the presence of a staff person for WHP was shown to be related to the provision of comprehensive WHP programmes, but not as far as we know to employee health.
Employee satisfaction with workplace health activities has been investigated in a few previous studies (Torp et al. 2000; Torp and Moen 2006) , but not to our knowledge in relation to employee health. In this study, satisfaction with WHP was associated with employee health, but surprisingly it was not related to the WHP measures themselves. It is possible that our result regarding satisfaction with WHP is more of an indicator of how satisfied the employees are with their employer in general. Employer participation, communication and the social climate at work are probably important in the WHP process of creating a healthy work environment. In the other report from this project (Ljungblad et al. 2014) , developmental leadership and social climate were predictors of employee health in addition to individual-directed WHP measures. In another recent Swedish study of a representative sample of companies (Stoetzer et al. 2012 ), communication and employee participation were found to characterize organizations with low levels of sickness absence. Our results point to a need for further studies of the complex interplay of factors influencing employee involvement in WHP.
In previous studies, larger organizational size was associated with more WHP programmes and policies (Ulmer and Groeben 2005; Linnan et al. 2008; Plath et al. 2008 ). However, organizational size was not significantly related to particular WHP measures or to employee health in this study. Similarly, we did not find any significant differences in employee health related to either management characteristics or an explicit policy concerning WHP. However, these results could be related to the rather cursory way we asked about management characteristics in the questionnaire. Consequently, further research is needed to investigate the importance of management characteristics and the ways in which organizations implement systematic and comprehensive WHP programmes since it is unlikely that all organizations have the same capacity for this. For example, Jung et al. (2010) developed an instrument to measure the WHP capacities of companies that emphasizes tailored support based on the current capacity of the organization. This approach seems worth applying to public sector organizations as well.
In summary, our results suggest that WHP measures directed to the individual are important, but that organizational support for WHP is also required. In Sweden, municipal workers in the care of the elderly and disabled people are a vulnerable group with high levels of sickness absence. The female-dominated social care organizations also face new challenges as the demographic trend in Sweden points towards increasing numbers of elderly people, which could mean even more strain on the municipal social care organizations and their employees. Therefore, we consider the provision of WHP measures and organizational support for WHP as important components in the development of a healthy work environment in these organizations.
Methodological considerations
The design of this study has not been used much in previous research about WHP. We have used two independent data sources, linking employer-reported data with employeereported data in the same organizations. Thus, it is possible to analyse associations between provided WHP measures and the level of employee health within the organizations. Additionally, this way of collecting data from different sources is a way to control for common method bias, and can therefore be regarded as an advantage in the study (Podsakoff et al. 2003) . Moreover, top managers (i.e. key informants) are probably more able to report on management characteristics and the scope of WHP (i.e. organizational characteristics) than individual workers (Kalleberg 1994) . Furthermore, one of the strengths of this study is that data were derived from a nationwide random sample of Swedish municipal social care organizations and their employees.
Nevertheless, the results of this explorative study should be interpreted with caution due to some limitations. First, the cross-sectional design used in this study means that we cannot draw causal conclusions. Second, data from top managers (employer data) were linked to aggregated self-rated health and employee satisfaction with WHP which means that inference to the individual level should be avoided due to potential for ecologic fallacy (Diez-Roux 1998) . This kind of inference has, however, never been the intention of the present study. Furthermore, it should be noted that a disadvantage of aggregating data is the loss of ability to take the individual level variability into account since all associations are analysed at the organizational level. Consequently, studies of associations at the individual level need to use other types of study designs. Third, we used non-established questions regarding the measurement of WHP measures. To our knowledge, there is no available validated instrument for assessing WHP measures and, therefore, we had to develop and use new questions to be able to fulfil the aim of the study. The use of a small number of non-established questions might have affected the construct validity of the questionnaire, even though it is based on theoretical concepts and a content validation made by work health experts. However, further work is needed to improve the validity of the measurements. This also applies to the question of employee satisfaction with WHP which was developed for the present research project. Fourth, Sweden's three largest cities were not included in the sample limiting the generalizability of results to municipal social care organizations in these three cities. Finally, the questionnaire sent to the employees had a response rate below 60 %. A nonresponse analysis showed that younger employees, men, and people living in suburban municipalities were less likely to respond. This indicates a selection bias in the sample, which should be kept in mind when interpreting the results.
Conclusion
In this study, we found that WHP measures directed to the individual were provided more often than organizationaldirected support for WHP in the investigated organizations. The WHP measures aimed to reach the individual as well as the organization as a whole. Together with the employee satisfaction with WHP, a relatively few individual-directed and organization-directed WHP measures were associated with employee health. The size of the municipal social care organization did not affect the associations found. Furthermore, the selected management characteristics were not associated with employee health. Our main results suggest that the provision of individual-directed and organizationaldirected health-specific measures (i.e. WHP measures) were related to employee health in Swedish municipal social care organizations and, therefore, can be part of a comprehensive approach to WHP.
